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Acute respiratory infections (ARI) are a major cause of morbidly and mortality. Influenza virus infection is a significant contributor to the causes of ARI with estimates of the annual mortality associated with influenza ranging from 444,200-553,800 deaths globally [1] . In many parts of the world, particularly in temperate regions of the Northern Hemisphere such as the United States and Europe, influenza epidemiology and seasonality have been well characterized. Limited studies describing the epidemiology, seasonality, and burden of seasonal influenza exist in tropical and subtropical regions and in the Eastern Mediterranean region.
In order to improve surveillance and characterize the etiologies and epidemiology of severe acute respiratory infections (SARI) in the region, the Eastern Mediterranean Acute Respiratory Infection Surveillance (EMARIS) network was established. The EMARIS network was initiated through collaboration between the U.S. Centers for Disease Control and Prevention (CDC), U. S. Naval Medical Research Unit No. 3 (NAMRU-3), the World Health Organization (WHO) Eastern Mediterranean Regional Office (EMRO), and the ministries of health of Egypt, Jordan, Oman, and Qatar.
The Sultanate of Oman has a population of 2.8 million. The country has an area of 309.5 thousand square kilometers and is located in the southeastern corner of the Arabian Peninsula with a hot dry interior, humid coastal strip, and a mountainous southern region with seasonal (May to September) monsoon rainfall [2] .
The existing literature on influenza in Oman has focused on the demographic and clinical characteristics of patients rather than on influenza seasonality and epidemiology [3] [4] [5] [6] [7] . This report describes the establishment of a SARI surveillance system in Oman and presents the epidemiology and seasonality of influenza during the period of January 2008 to June 2013.
Methods

Setting and Study Design
Sentinel surveillance for SARI was implemented in four governorate hospitals in Oman in a phased approach. Hospitals were chosen based on covering different geographic regions as well as both urban and rural populations. At each site, staff was trained in surveillance methods, including case definitions, screening, obtaining consent, interviewing, sample collection and reporting. Surveillance staff reviewed hospital admission data on a daily basis and assessed cases with respiratory disease for eligibility. A standardized case interview form was completed for all patients meeting the SARI case definition and for whom consent was obtained. Data collected included demographics, history of current illness, contributing past medical history, as well as information on hospital management and outcome at hospital discharge.
The study used a syndromic case definition standardized across all countries participating in the EMARIS network. SARI case definitions were reviewed annually and modified based on changes in WHO guidance and input from partners. Thus, case definitions used in this study evolved over time. In January, 2008 the WHO SARI case definition (2006) was used for all cases 5 years of age [8] and for those 31 days of age and < 5 years, the integrated management of childhood illness (IMCI) pneumonia case definition was used [9] . In January 2010, the project case definition for SARI was modified to encompass all patients 31 days of age meeting the CDC International Emerging Infection Program (IEIP) pneumonia case definition [10] . In January 2012, the project SARI case definition was changed to the revised WHO SARI case definition (2011), which applied to all cases of any age [11] . While changes in case definitions were designed to enhance their clarity and ease of use, case definitions adopted in January 2010 and January 2012 were broader, increasing sensitivity (Table 1) . SARI cases testing positive for influenza virus were considered influenza-associated hospitalizations.
Sample Collection and Laboratory Procedures
A physician or nurse obtained both a nasopharyngeal (NP) and oropharyngeal (OP) swab from all patients meeting the SARI case definition. Dacron1 swabs were used for specimen collection and both NP/OP swabs were placed in the same 15 ml tube containing 2 ml of viral Signs of respiratory infection included abnormal breath sounds, tachypnea, cough, sputum production, hemoptysis, chest pain, sore throat, and dyspnea. c Physician assessment criteria included severe influenza-like illness, pandemic H1N1 2009, suspected or x-ray confirmed pneumonia, and other respiratory illness.
transport media (VTM). Subsequently, tubes were vigorously agitated for 10 seconds using a vortex mixer. Both swabs were removed and discarded, and the resulting supernatant was decanted into two sterile cryovials labeled with the case's study ID number and placed immediately in a liquid nitrogen tank to be transported to the Central Public Health Laboratory (CPHL) of the Ministry of Health for viral characterization.
The CPHL tested all samples using real-time RT-PCR, following standard protocols developed by the Centers for Disease Control and Prevention (CDC) in Atlanta, Georgia, USA [12] . Specimens were first tested for influenza A and B virus. Influenza A positive samples were subsequently subtyped. The sample results were sent to the reporting hospital and the Oman Ministry of Health's Department of Communicable Disease Surveillance and Control (DCDSC). Until 2012, aliquots of samples were sent to the US Naval Medical Research Unit (NAMRU-3) laboratory in Cairo for duplicate testing and quality assurance.
Data Collection and Management
Data from the standard interview form was entered into a database using EpiData software (Epidata Association, Odense, Denmark). Data from each sentinel site was exported and transmitted to the department of communicable diseases (DCDSC) of the Ministry of Health on a weekly basis. The CPHL maintained an independent database of laboratory results in a Microsoft Excel spreadsheet. Updated electronic versions of this data set were sent to the DCDSC and NAMRU-3 on a weekly basis.
Statistical Analysis
Demographic and clinical characteristics of the influenza and non-influenza SARI cases were analyzed by calculating frequencies and percentages. Bivariate analysis was performed using χ 2 tests to compare demographic and clinical characteristics of influenza and non-influenza SARI cases. To assess the role of influenza as a cause of SARI, we calculated the monthly positivity as the proportion of specimens positive for influenza out of the total number of specimens tested each month. The average number of influenza cases identified in a given calendar month across the entire period was calculated. The season was then defined as from the start of the month with the lowest average number of cases to the end of the previous month in the next year (July 1 to June 30). The peak of influenza activity, during a season, was defined as the month with the highest proportion of SARI cases positive for influenza.
Age-stratified annual incidence rates for influenza-associated SARI were estimated using 2013 mid-year population statistics for the governorates served by each hospital [13] (Table 2) . Incidence rates were calculated for those seasons in which a full season of surveillance was conducted. As Sohar, Ibra, and Sultan Qaboos hospitals are the only facilities serving North Batina, North Sharqiya, and Dhofar respectively; the populations of these governorates were considered the catchment populations. The catchment population of Nahdha Hospital, a national referral hospital, was challenging to define; thus incidence rates were not estimated for this facility. Statistical analyses were conducted using SAS software version 9.2 (Cary, NC).
Ethical Considerations
The protocol of the surveillance study was reviewed and approved by the NAMRU-3 Institutional Review Board (IRB), the U.S. CDC IRB, and the National Ethical Review Committee of Oman. As surveillance is considered part of the routine, accepted patient care protocols of hospitals, no written informed consent was required. The IRB approved verbal patient consent, which was documented by placing a study label on the surveillance information sheet, one copy of which was given to the patient and another placed in the patient's medical file. In 2010, Table 2 . Incidence rates (per 100,000 persons) and 95% confidence intervals for influenza-associated SARI by influenza season and sentinel site. SARI surveillance was integrated into Oman's national influenza and communicable disease surveillance strategy and waiver of consenting procedures was granted.
Results
From 1 January 2008 through 30 June, 2013, 5,466 patients meeting a SARI case definition were enrolled, of which 94% (5,147/5,466) were tested for influenza virus (Table 3) . Among the SARI cases tested, 8% (423/5,147) were positive for influenza. Incidence estimates for influenza-associated SARI varied by influenza season and health care facility (Table 2 ). Annual incidence rates ranged from 0.5 to 15.4 cases per 100,000 population. Across all facilities, on average the 0-4 year age group had the highest incidence of influenza-associated SARI (range 32-42 cases per 100,000 population) followed by those aged 65 years and over (12-27 cases per 100,000 population).
Influenza-associated hospitalizations ranged in age from < one month to 87 years of age, with a median age of 6 years (IQR 1-38 years). The median time from illness onset to hospital admission was three days (IQR 2-5) and the median length of stay was also three days (IQR 2-5 days). Preexisting chronic medical conditions were reported by 35% of influenza-associated hospitalizations; the most common condition reported among influenza cases was cardiac disease (10%). Of influenza-associated hospitalizations, 8% required admission to the intensive care unit (Table 3) . A higher proportion of those with influenza (4%) required intubation as compared to only 3% of those SARI cases who were influenza negative (p = 0.01).
Over the surveillance period, 14 influenza-associated cases died; six deaths were in cases under five years of age and nine were among females. Chronic medical conditions were reported in 36% (5/14) of those who died compared to 44% (57/129) in non-influenza associated deaths (p = 0.54). Three of the influenza-associated cases who died were reported as admitted to the intensive care unit (ICU) and one was reported as ventilated. Among influenza-associated cases, 65% (273/423) were positive for influenza A and 36% (151/423) were positive for influenza B. Among Influenza A cases 4% were A(H1N1), 19% were A(H3N2), and 61% were A(H1N1)pdm09; subtyping results were not available for 46 influenza A cases. The median age of A(H1N1)pdm09 cases was 8. On average the month with the lowest number of influenza cases over this study was July. Based on this, data were aggregated and plotted from July 1 st of one year through June 30 th of the following year. The peak of influenza activity varied across seasons (Fig 1) . Influenza Burden in Oman SARI cases were due to influenza while in the other seasons the peak of activity ranged from 14% to 19% of SARI cases being positive for influenza (Fig 1) . 
Discussion
This report contains the first description of the epidemiology of influenza in Oman covering a period of five years. Overall 8% of SARI cases were influenza-associated and during peaks of influenza activity 14% to 41% of SARI was influenza-associated. Influenza-associated hospitalizations were significantly older than non-influenza SARI cases. While influenza-associated deaths were uncommon (3% of influenza associated hospitalizations), deaths among SARI cases were significantly more common among females and those who reported pre-existing chronic medical conditions. An annual seasonal pattern of influenza activity was noted with the nadir occurring during the hottest season consistent with northern hemisphere seasonality. Based on influenza A subtyping alone, the predominant virus in each season matched influenza A subtypes included in the northern hemisphere influenza vaccine available that season. Influenza surveillance in Oman appeared to provide data consistent with those reported by similar systems elsewhere. Influenza positivity among SARI cases (8%) was comparable to that reported in Asia and Africa (8-11%) [15] [16] [17] [18] [19] but lower than the 27% positivity reported in a recent study of influenza-associated SARI in Eastern Europe [20] . The system proved sensitive enough to detect the emergence of the 2009 influenza pandemic. Furthermore, in non-pandemic years, the predominant influenza viruses detected were consistent with those reported elsewhere in the northern hemisphere [21] .
There are a number of potential limitations to this study. Isolation of influenza virus from a patient meeting the SARI case definition does not prove causality as influenza has been isolated from asymptomatic individuals in several studies [22] . Although the SARI case definition broadened over the course of the study, it likely does not fully capture all cases that might be hospitalized with respiratory illness due to influenza [11] . Moreover, it is likely that the broadening of the case definition resulted in increases in the number of patients enrolled and influenza cases detected. There may also have been limitations in the performance of surveillance. All participating hospitals provided care across the age spectrum, but SARI cases were predominately under five years of age and there were few deaths among the elderly. It is possible that the SARI case definition is less sensitive for elderly patients than for pediatric cases, that there was less surveillance among medical wards with elderly patients, or that healthcare seeking behavior of the elderly differs from that of children with a greater tendency for health seeking in young children. While efforts were made to regularly train staff in active case finding, no audits were done to assess how well or how completely the case definitions were applied. Consequently, there is the potential that differential effort was made in capturing pediatric versus adult cases for enrollment and testing.
The higher incidence of influenza-associated SARI in the 2010-11 season also bears explanation. As aforementioned, no audits were done to assess the completeness of case ascertainment; however, it is possible that the detection of the pandemic influenza A(H1N1)pdm09 in July 2009 led to heightened awareness about influenza and greater adherence to surveillance protocols. This hypothesis is supported by WHO Global Influenza Surveillance and Response System (GISRS) data, which show an increase in positive influenza specimens beginning in 2010, predominantly of the subtype influenza A(H1N1)pdm09. [23] The exclusion of Nahdha Hospital, a large referral hospital located in the capital, Muscat, may have impacted findings. The catchment population of Nahdha Hospital overlaps with three other tertiary care and two other secondary care hospitals that receive SARI cases in Muscat and more severe cases may go to two of these other facilities (the Royal and University hospitals). Therefore, estimates from Nahdha Hospital would most probably underestimate the true SARI incidence. Determining the denominator population for use in the incidence estimate of this large referral hospital would have been problematic hence Nahdha Hosptial was excluded from analyses.
While there is potential bias in this system, the epidemiology of influenza shown in our data is consistent with that seen in other northern hemisphere temperate countries including the emergence of the 2009 pandemic. At the same time, the pooling of data across the time of the emergence of the pandemic may introduce bias in our data. The epidemiology of pandemic influenza has been documented to be different from that of seasonal H1N1 and H3N2 viruses with a higher burden among school-age children and young adults. [24] Initiating influenza surveillance in Oman has had a number of important benefits. Firstly, it provides important information to drive policy on influenza control in Oman. Since 2001, the Oman Ministry of Heath has recommended and offered influenza vaccine to healthcare workers at no cost. The collection of high quality surveillance data provides an opportunity to begin to establish the burden of influenza and may begin to identify other risk-groups that might be targeted for vaccination.
Another important benefit of establishing influenza surveillance is that it builds laboratory capacity to detect a range of pathogens using molecular diagnostic techniques. This improved capacity adds to the global ability to detect novel influenza viruses such as H5N1 and H7N9 and creates a platform for the detection of other non-influenza respiratory viral pathogens, such as MERS-CoV, which are emerging threats to Oman and the gulf region [25] .
Pregnancy has been associated with increased risk for adverse outcomes related to influenza [26] . While there was an attempt to capture pregnancy status, the number of pregnancies reported in this study was limited. Though the overall mortality was low, we saw a higher proportion of deaths among females. This could have been due to differences in care seeking behavior or due to disproportionate risk factors for poor outcome from influenza, such as pregnancy, that were not adequately captured in the surveillance data.
This study provides a first look at the epidemiology and burden of influenza across the Sultanate of Oman. Additional work is needed to better assess the burden of influenza including incidence rates adjusted for health care seeking behavior, and to characterize which groups are disproportionally affected. In addition, consideration should be made to assessing the financial burden on the government and its people. The Ministry of Health has already begun a program of vaccination of healthcare workers. It is hoped that this study will lead to better data to drive vaccination policy in other segments of the population.
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